Cystic lesions of the nasopharynx are rare. Two cases of mucous retention cysts originating from the fossa of Rosenmüller are described, together with their characteristic radiologic appearance, which allows differentiation from other types of lesions in this region. The differential diagnosis and treatment options are discussed.
Introduction
The lateral walls of the nasopharynx incorporate the pharyngeal openings of the pharyngotympanic tube, which are bordered superoposteriorly by a commashaped prominence formed by the medial end of the tubal cartilage and the salpingopharyngeus muscle. The fossa of Rosenmüller, also known as the lateral pharyngeal recess, lies behind this prominence (fi gure 1). It consists of a recess that passes laterally above the upper border of the superior constrictor muscle of the pharynx.
The fossa of Rosenmüller is a site at which nasopharyngeal carcinoma may arise, but benign pathology can also occur at this site. Two cases of a mucous retention cyst arising from the fossa of Rosenmüller are described, along with the characteristic imaging fi ndings that allow these cysts to be differentiated from other pathologies of the nasopharynx.
Case reports Patient 1.
A 28-year-old woman presented to the Department of Otolaryngology with a 6-week history of sore throat and odynophagia. Clinical examination revealed a large mass apparently related to the left lateral pharyngeal wall, extending from the nasopharynx to the level of the lower pole of the left tonsil (fi gure 2, A). At the time the mass was presumed to be a peritonsillar abscess, and the patient underwent a left tonsillectomy and drainage of a 20-ml collection of mucus. She was treated with intravenous and then oral antibiotics and discharged 3 days later.
The patient was readmitted 10 days later with a further collection of mucus in the left lateral pharyngeal wall. Surgical drainage was again performed, with a mucosal window being excised over the collection to allow adequate drainage. She made an uneventful recovery and was discharged. She was then lost to follow-up.
Two years later, the patient returned with a painless, recurrent left oropharyngeal swelling in the same location as the previous mass. No evidence of infl ammation was observed. Under local anesthesia, 12 ml of mucus was aspirated. Computed tomography (CT) was performed, revealing a lightbulb-shaped cystic mass with a well-defi ned capsule, and internal low density arising from the fossa of Rosenmüller and emerging into the postnasal space (fi gure 2, B).
A diagnosis of nasopharyngeal mucous retention cyst was made. It was apparent by this stage that the original diagnosis of peritonsillar abscess was incorrect. The original mass was more likely to have been an infected mucous retention cyst of the nasopharynx. The mucus reaccumulated, and she was admitted on an emergency basis 1 week later with further pharyngeal wall swelling.
On this occasion, 20 ml of mucus was aspirated, and surgical excision of the cyst was then performed under general anesthesia via a transoral approach. At surgery, the submucosal cyst was found to be fi lling the nasopharyngeal space and extending from the fossa of Rosenmüller to the tongue base. Histologically, the mass was confi rmed to be a mucous retention cyst. The patient's postoperative recovery was unremarkable.
Patient 2. An 80-year-old man with peripheral coronary and cerebrovascular disease presented to the Otolaryngology Department with a 9-month history of nasal obstruction. He was being treated with warfarin for recurrent transient ischemic attacks, cardiac arrhythmias, and syncopal attacks. On examination he was found to have a large mass fi lling the nasopharynx. CT confi rmed the presence of the large mass fi lling the nasopharynx, arising from the left fossa of Rosenmüller, with a well-defi ned, dense capsule and internal low density, consistent with a cyst. Magnetic resonance imaging (MRI) showed a high signal on both T1-and T2-weighted images (fi gure 3), suggesting the presence of proteinaceous fl uid within the mass. On CT the mass had a lightbulb shape on a transverse section. Hospital admission was arranged for endoscopic removal of the cyst under general anesthesia.
The cyst was incised and drained and the walls subsequently removed in order to marsupialize it. No intra-or postoperative complications occurred, and the patient was discharged 2 days later.
Discussion
Cysts of the nasopharynx are rare. Patients may present with symptoms such as hearing loss, fullness in the ear, nasal obstruction, sore throat, dysphagia, odynophagia, dysphonia, and tinnitus.
The differential diagnosis includes both cystic and noncystic lesions, which may be congenital or acquired. Congenital lesions include second branchial arch cysts, Thornwaldt cysts, Rathke pouch cysts, meningoencephaloceles, and mucous retention cysts, as well as congenital vascular malformations. Acquired lesions include antrochoanal polyps, angiofi bromas, benign and Rathke pouch cysts are cystic remnants within a usually obliterated Rathke pouch. 1, 2 In the fetus, the pouch develops in the roof of the primitive mouth cavity and migrates toward the brain, eventually becoming obliterated by cellular proliferation to form the pars distalis (anterior part) of the pituitary gland. These cysts are rare and may present as a mass in the midline of the nasopharynx or, more commonly, with headaches and signs of pituitary disturbance.
Thornwaldt cysts are normally the result of trauma or infl ammation that blocks the opening of the Thornwaldt bursa. This is a midline invaginated connection between the pharyngeal epithelium and underlying notochordal remnants in the posterior pharyngeal wall, just above the upper fi bers of the superior constrictor muscle. 3, 4 It occurs in approximately 3% of the population and affects all age groups, with a peak incidence in patients aged 15 to 30 years. 3 These cysts are more common in Caucasians. 3 Thornwaldt cysts are more dorsally and caudally positioned than Rathke pouch cysts.
Branchial cleft cysts involving the nasopharynx originate from the parapharyngeal space and are very rare, accounting for 0.7 to 3% of parapharyngeal lesions. 5 These occur in the lateral wall of the nasopharynx but can be differentiated from mucous retention cysts of the fossa of Rosenmüller on axial imaging by their location medial to the carotid artery within the parapharyngeal space.
Mucous retention cysts result from obstruction of the excretory canal of a mucosal gland. A cyst of the fossa of Rosenmüller is a mucous retention cyst originating from the fossa of Rosenmüller, and it has a typical lightbulb-shaped appearance on axial CT (fi gure 2, B) or MRI (fi gure 3, A). The narrow portion is limited by the fossa and contrasts with the wider portion formed by the unrestricted expansion of the cyst beyond the fossa into the nasopharynx. This characteristic location and shape distinguish it from Thornwaldt and Rathke cysts, whereas the signal characteristics on MRI are variable and cannot be relied upon diagnostically. The same radiologic features have been described by Armengot et al in the only other reported case of a mucous retention cyst of the fossa of Rosenmüller in the literature. 6 A number of treatment options for cystic lesions of the nasopharynx can be considered. Small, asymptomatic cysts do not require surgical intervention. For larger or symptomatic cysts, aspiration of the contents or injection of sclerosants into the cysts may be performed, but recurrence is common. Similarly, incision and drainage of the cyst will normally lead to a reaccumulation of mucus and possible infection, as was demonstrated by our fi rst case.
Marsupialization may also be considered. 7 This involves removal of the anterior wall of the cyst in order to prevent recurrence. A transnasal or transoral approach may be used. This was the treatment used in our second case, but there is a risk of recurrence, which is increased if there has been previous surgical intervention.
Complete excision should be performed when possible, and this may be performed transorally. A palatal split may be required to obtain adequate access. Cysts within the parapharyngeal space are more diffi cult to excise, and for those, mandibulotomy or submandibular or parotid approaches have been described. 5 Figure 3 . Patient 2. Axial T2-weighted MRI (A) shows the characteristic lightbulb shape of the cyst, and the high signal of its contents. Sagittal T1-weighted MRI (B) shows the large size of the cyst and the moderately high signal due to protein content.
